MAPB-092-001-Z
October 19, 1992

ATTACHMENT 8c
HEALTH INSURANCE CLAIM FORM
1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER( 18 INSURED'S D NUMBER (FOR PROGRAM INITEM 1+ |
" 0 [ (Soommors sS81 [ (vAFde 01 [ SN [ isoM () m | 1234567890

» | 4—CARRIER —

3 PATIENT'S BIATH DATE

4 INSURED'S NAME (Las! Name. Frst Name. Mgk irwtiat)

2 PATIENT S NAME (Last Name. Frst Name Msddie rwhal) " o SEX
Patient, Is A. o185 75 W ex
5 PATIENT'S ADDRESS (No.. Sireet) 6 PATIENT RELATIONSHIP TO INSURED 7 INSURED'S ADDRESS (No.. Sireel)
609 Willow Son [] soume( | Crwa[ ] Omed ]
CITY STATE | 8 PATIENT STATUS cITY STATE
Anyt:own WI Smon[] Mamed D Other D
2w CODE TELEPHONE (inciude Area Code) ZiP CODE TELEPHONE (INCLUDE AREA CODE)
Empioyed Full-Time —  Part-Twne ~—
33555 (3w XX -3 [ Shemt L steet ( )

9 OTHER INSURED'S NAME (Last Name Frsi Name Miodie initai)

10. 1S PATIENT'S OOND!YOJ RELATED TO

a OTHER INSURED'S POLICY OR GROUP NUMBER

a EMPLOYMENT? (CURRENT OR PREVIOUS)

b OTHER ONSURED S DATE OF BIRTH

|
|
Y] oo

SEX
Vi Fr

D YES : NO

b AUTO ACCIDENT? PLACE (State!
[ves TNO
i o -

¢ EMPLOYER'S NAME OR SCHOOL NAME

¢ OTHER ACCIDENT?
iNO

[Jves ]

11. INSURED'S POLICY GROUP OR FECA NUMBER

a INSURED'S DATE OF BiRTH
MM DD Yy

b EMPLOYER S NAME OR SCHOOL NAME

¢ INSURANCE PLAN NAME OR PROGRAM NAME

d INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 1S THERE ANOTHER MEALTH BENEFIT PLAN?

DVES j NO ¥ yes_ retumn (0 and compiete nem 9 a-d

- PATIENT AND INSURED INFORMATION

Deiow

SIGNED

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENTS OR AUTHORIZED PERSON S SIGNATURE | authonze the release of any medcal or other
10 Process thas Clsrn | 3iS0 request DayMent of QOovemnment benehts etther 10 Mysall 0f 10 the Darty who acCEOLS

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize

pay

Of MeCICal Denefs (O the LUNCErsIHNEC DYSICIEN OF SUDDher 1O
below

DATE _

SIGNED —

ILLNESS (Fest symotom) OR 15
INJURY (Azcoent) OR

14 DATE OF CURAENT
MM oD Yy
PREGNANCYILMP)

iF PATIENT HAS HAD SAME OR SIMILAR HLLNESS
GIVE FIRST DATE MM [o9]

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM o0 Yy MM Do Yy
FROM TO

17 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE
I.M. Referring MD

17a 1.0. NUMBER OF REFERRING PHYSICIAN

12345678

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
LU oD Yy MM [2/s] Yy
FROM 10

- | --

19 RESERVED FOR LOCAL USE

§

20 OUTSIDE LAB? $ CHARGES

[lves  [Timo

21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS

1.2.30R4 TO ITEM 24E BY LINE)

R

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF NO

PHYSICIAN OR SUPPLIER INFORMATION

a6 33 305 20
L han === 23 PRIOR AUTHORIZATION NUMBER
2 305 _00 L 1234567
24 A 8 [ O £ F G H { J X
DATE(S) OF SERVIC 1 Piace | Type |{PROCEDURES. SERVICES. OR SUPPLIBS DIAG DAYSIEPSD RESERVED FOR
e By vt oG | "G | scwaces |07 ewo | con | iooause
103 16 92 | 219 Bwros1 | 1 9000 | 2 IH
403 17 92 | 2] o Wuros: | 1 135 00 | 3 'K
J03 18 92119 20 ' 2|9 Ew7081 | 1 270 00 | 9 |H
| |
. ! !
i |
| |
6, 25 FEDERAL TAX 1.D NUMBER SSN EN 26 PATIENT'S ACCOUNT NO 27 ACCEPY ASSIGNMENT? |28 TOTAL CHARGE 29 AMOUNT PAID 30. BALANCE DUE
]

Of GOVI. Claims. see Dack)

mves e

i NO

$ 495 00 | $ 495 00

31 SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{I certity that the statements on (he reverse
2ppiy to this il ana are made a pan thereol |

AENDERED

32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

{If other than home of cffice)

33 PHYSICIAN'S. SUPPLIER'S BILLING NAME. ADDRESS. ZIP CODE
& PHONE #

Dayv Treatment Provider

I.M, Authorized 1 V. Williams ;
MMDDYY Anvt WI |
SIGNED DATE PiNg ytown, 2533 zgp, 87654321 v

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 885}

PC08034.JF/MAPB sr

PLEASE PRINT OR TYPE

-101-

FORM HCFA-1500C tU2) (12-90)
FORM OWCP-15C0 FORM RRAB- 1500



